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Running title: Using the Precede-Proceed Model of Health Program Planning in breast 
cancer nursing research  
ABSTRACT 
Aim: In this paper we discuss the use of the Precede-Proceed model when investigating 
health promotion options for breast cancer survivors. 
Background: Adherence to recommended health behaviors can optimize well-being after 
cancer treatment. Guided by the Precede-Proceed approach, we studied the behaviors of 
breast cancer survivors in our health service area. 
Data sources: The interview data from the cohort of breast cancer survivors are used in this 
paper to illustrate the use of Precede-Proceed in this nursing research context. Interview data 
were collected from June to December 2009. We also searched Medline, CINAHL, PsychInfo 
and PsychExtra up to 2010 for relevant literature in English to interrogate the data from other 
theoretical perspectives. 
Discussion: The Precede-Proceed model is theoretically-complex. The deductive analytic 
process guided by the model usefully explained some of the health behaviors of cancer 
survivors, although it could not explicate many other findings. A complementary inductive 
approach to the analysis and subsequent interpretation by way of Uncertainty in Illness 
Theory and other psychosocial perspectives provided a comprehensive account of the 
qualitative data that resulted in contextually-relevant recommendations for nursing practice.  
Implications for nursing: Nursing researchers using Precede-Proceed should maintain 
theoretical flexibility when interpreting qualitative data. Perspectives not embedded in the 
model might need to be considered to ensure that the data are analyzed in a contextually-
relevant way. 
Conclusion: Precede-Proceed provides a robust framework for nursing researchers 
investigating health promotion in cancer survivors; however additional theoretical lenses to 
those embedded in the model can enhance data interpretation.  
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SUMMARY STATEMENT  
 
What is already known about this topic 
 
• Adherence to recommended dietary, exercise and screening behaviors has the potential 
to optimize the health of women previously treated for breast cancer 
 
• The Precede-Proceed model is perhaps the most widely-used and thoroughly evaluated 
model in the field of health promotion 
 
• The model has underpinned many studies of health behaviors in particular groups, and 
interventions to promote their health 
 
What this paper adds 
 
• In this paper we describe the use of the Precede-Proceed model to investigate options 
nurses might implement to promote the health of women previously treated for breast 
cancer  
 
• We confirm that the model provides a generally robust theoretical framework for 
nursing researchers who wish to develop health promotion interventions for women 
after breast cancer treatment 
 
• We also argue that to truly understand the complexities of participants’ experiences 
and motivations for health behavior, additional theoretical lenses to those embedded in 
the framework might be needed 
 
Implications for nursing practice 
 
• The Precede-Proceed framework can usefully guide nursing clinicians and researchers 
investigating options for health promotion in women previously treated for breast 
cancer 
 
• Nursing clinicians and researchers working with women treated for breast cancer 
should be aware of the socio-cultural determinants of health behavior in this particular 
cohort 
 
• Nursing researchers who frame studies according to the Precede-Proceed model might 
need to explore additional theoretical perspectives to enhance the contextual relevance 
of both the research process and of health promotion interventions arising from a 
Precede-driven study 
 
Keywords 
Precede-Proceed model, Health Belief Model, Uncertainty in Illness Theory, breast cancer 
survivor, health promotion, health behavior 
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INTRODUCTION 
The Precede-Proceed model of health promotion is perhaps the most widely-used and 
thoroughly evaluated model in the field of health promotion (Sharma and Romas 2008). It has 
been applied internationally in the areas of community nursing, the acute care/community 
interface, disease prevention, self-care and the assessment of population needs; and as a result 
it has served as the framework for more than 1000 papers published worldwide (Wilkens 
2003, Chiang et al. 2003, Brouse et al. 2003, Sharma and Romas 2008).  
The model has two separate components—‘Precede’ and ‘Proceed’. The acronym Precede, 
which represents Predisposing, Reinforcing, and Enabling Constructs in Educational 
Diagnosis, constitutes the diagnostic and assessment components of the model. Policy, 
Regulatory and Organizational Constructs in Educational and Environmental Development 
encode Proceed. This latter part of the model designates the intervention and evaluation 
phases. Thus, the model has eight phases, with the Precede component comprising three 
separate phases (1 to 3) and the Proceed component designating Phases 4 to 8 (Green and 
Kreuter 2005). Figure 1 below provides an overview of the Precede-Proceed model: 
   
Figure 1: Overview of the Precede-Proceed Model  
 
The hallmark of the model is its reciprocal approach, which, in accounting for the complex 
nature of the interrelations between people and their environment, posits that efforts to effect 
health behavior change must be similarly multidimensional in nature. The model draws on 
epidemiological, economic, psychological and sociological theories to guide these complex 
ideas, especially the concepts of Participation and Relevance, the Health Belief Model, Social 
Cognitive Theory and the concept of self-efficacy (Green and Kreuter 2005, Glanz et al. 
2008).  
 
Even widely-accepted models like Precede-Proceed, however, should not be used uncritically 
to guide nursing research or service planning. Those contemplating using the model as a study 
framework must be aware, for example, that Precede-Proceed entails an exhaustive, often 
expensive process of data collection and evaluation that can be unrealistic in a world of 
research and health care delivery that is subject to temporal, fiscal and human resource 
constraints (Pasick and Burke 2008). Methodological pitfalls are also known. For example, 
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investigators using the model must meticulously identify the multitude of factors related to 
specific health behaviors. Awareness of these factors enhances the in-depth understanding of 
the determinants of health behaviors and helps nurses to plan health promotion strategies 
accordingly. However, in order to guide this understanding, the model draws on numerous 
theories and concepts over several phases simultaneously, which does not necessarily enable 
the ready identification of theoretically-consistent interventions to address those behaviors 
(Glanz et al. 2008). Critiques such as these emphasize the imperative to critically appraise the 
model’s applicability in the diverse settings in which its use is proposed, to ensure that 
rigorous nursing research resulting in sustainable health promotion strategies is undertaken.   
In particular, despite its complex theoretical underpinnings, the originators of Precede-
Proceed maintain that the model is not exhaustive (Green and Kreuter 2005). They openly 
acknowledge that other theoretical lenses can be brought to bear to help analyze and interpret 
a dataset where the elements of Precede-Proceed do not work well in a given research context. 
In this paper we put this suggestion into practice. Using the breast cancer-specific qualitative 
dataset collected during our study of health behaviors of cancer survivors in our health service 
area, we illustrate how nurses can use the Precede component of the model to investigate 
health behavior and health promotion. In doing so, we not only demonstrate how Precede can 
usefully guide the analysis of interview data, we also discuss how several context-specific 
problems arose during data analysis and interpretation that could not readily be reconciled by 
the theories underpinning the model. In this paper we demonstrate how we resolved these 
problems, and how other nursing researchers might do so when using Precede-Proceed as an 
investigative framework. 
Background  
The dataset used to illustrate the use of Precede-Proceed in this paper comprises nine in-
depth, semi-structured interviews collected as part of a larger study. The parent study was a 
mixed-method (survey and interview) investigation of the prevalence and determinants of the 
health behaviors of eighty-five survivors of ovarian, breast and hematological cancers in our 
health service area in southeast Queensland, Australia. The purpose of the parent study was to 
understand the health behaviors of female cancer survivors in our health catchment in order to 
plan a health promotion program that would optimize their post-treatment health. All facilities 
involved in data collection provided ethical approval.  
It is important to note here that the literature review undertaken prior to study commencement 
indicated that the health behaviors and health promotion needs of survivors of different 
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cancers are, due to the nature of their treatment, likely to differ according to diagnosis. For 
example, breast cancer survivors are more likely to need health promotion strategies that 
address lymphedema, or which encourage routine mammography. In contrast, hematological 
cancer survivors who experienced stem cell transplant could need strategies to help them 
address chronic graft-versus-host disease, an issue that is not relevant for women treated for 
breast cancer. The analytic procedures subsequently undertaken in the study therefore 
reflected our intention from the outset to analyze all data according to tumor stream. This 
enabled us to elicit the different health promotion needs and goals expressed by each group 
and plan accordingly.  
Data source 
All data in the parent study were collected with reference to the Precede-Proceed model. 
Survey data comprised items drawn from the Australian Health Survey to quantify 
demographics, medical history and health behaviors. The other tools included the Brief 
Symptom Inventory and the World Health Organization Quality of Life Brief Questionnaire 
to measure known determinants of health behaviors, such as psychological distress and 
quality of life.  
Consistent with Precede-Proceed, qualitative data were considered integral to the parent study 
and were collected from June to December 2009 to elicit health and psychosocial experiences 
not captured by the survey tools. Twenty-two of the survey participants (nine breast, twelve 
hematological and one ovarian cancer survivor) consented to in-depth semi-structured 
interviews that were framed by stem questions derived directly from the concepts embedded 
in the Precede-Proceed model. After transcription, intensive deductive coding of the 
qualitative breast cancer data was undertaken separately by RT and AM as described in the 
next section. The deductive breast cancer coding was then jointly analyzed by all authors by 
way of an iterative process until thematic consensus was reached. This procedure was 
repeated for the inductive coding undertaken to interrogate the large segments of data that did 
not sit comfortably within the Precede model. We subsequently searched Medline, CINAHL, 
PsychInfo and PsychExtra up to 2010 in English to locate theoretical perspectives that could 
help explain the inductive findings. 
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DISCUSSION: PRECEDE IN PRAXIS 
In the remainder of this paper, we demonstrate with the qualitative breast cancer dataset how 
the theoretical underpinnings of Precede can guide qualitative, deductive analysis. We then 
illustrate how, on encountering the limitations of the model, we found that a switch to 
inductive analysis of the interviews, as recommended by the originators of the model, 
followed by interpretation through psychosocial lenses not embedded within Precede, helped 
to explain the data more thoroughly.  
Deductive analysis began with a thorough three-phase assessment and ‘diagnosis’ of the 
participants’ world during which the participants’ health behaviors and needs, the factors that 
influence these, and their goals in relation to the final health promotion program are 
identified. Figure 2 depicts the five predetermined core concepts and indicators of Precede 
that guided this process of data collection and analysis.  
 
Figure 2: Concepts and indicators of Precede  
 
Phase 1: Social assessment 
Phase 1 is the ‘social assessment’. The aim of this phase is to obtain insights into the social 
circumstances of the participants and also to understand their general hopes, health needs and 
health beliefs (Green and Kreuter 2005). This process unearths social indicators that may 
compete with, or contribute to, the quality of life of that particular group and which point to 
the needs, desires, problem-solving capacities, strengths and resources of community 
members (Glanz et al. 2008, Green and Kreuter 2005). Social indicators comprise markers 
such as absenteeism, achievement, aesthetics, alienation comfort, discrimination, happiness, 
hostility, performance, self-esteem, unemployment and welfare (Green and Kreuter 2005).  
Phase 2: Epidemiological assessment 
The second phase of Precede comprises an epidemiological assessment that focuses upon the 
quantifiable factors that can affect health and quality of life (Sharma and Romas 2008). Here, 
vital indicators of physical health are obtained from participants. These range from disability, 
morbidity, discomfort, fertility, general physical fitness to physiological risk factors, which  
are explored in terms of their distribution, duration, functional effect, incidence, intensity and 
prevalence (Green and Kreuter 2005). The aim of this phase is to determine the extent and 
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nature of these determinants of health, and how they might subsequently affect the 
participants’ health and health behaviors (Sharma and Romas 2008, Green and Kreuter 2005).  
Environmental indicators within the model are also important during Phase 2 of Precede. 
They are posited as the economic, physical, service-related and social factors that are likely to 
affect individual health status and health behavior. The influence of these indicators is 
considered to be further dependent on the degree of accessibility, affordability and equity in 
service delivery available to participants (Arnsberger et al. 2006, Earp et al. 2002, Green and 
Kreuter 2005). This phase of Precede therefore elucidates the extent of the physical health 
issues that are relevant to the target group and the ways they interact with the environment 
and the genetic components of the model (Green and Kreuter 2005). For example, inherited 
benign and malignant breast diseases are known risk factors in this context, particularly when 
they occur in an environment where screening for those at high risk is not readily available or 
not part of routine health behavior (Bertelsen et al. 2008, Calderon-Margalit and Paltiel 2004, 
Fernandez et al. 2005).  
In addition, Phase 2 of the model explores indicators of behavior such as self-care, 
compliance, consumption, coping and preventive actions, and then examines the frequency, 
persistence, promptness, quality and range of these behaviors (Green and Kreuter 2005). This 
emphasizes the significance and interrelationship of behavior with genes, environment and 
health (Mokdad et al. 2004, Rieger 2004).  
Phase 3: Educational and ecological assessment 
The goal of Phase 3 is to identify the factors that contribute to the epidemiological profile 
identified in Phase 2 (Green and Kreuter 2005). At this point, drawing on community, 
interpersonal and personal level theories, Precede accentuates the behavioral determinants of 
health. The Health Belief Model usually drives the exploration of these factors at the level of 
the individual (Glanz et al. 2008). It is used to identify factors that initiate or sustain a specific 
behavior related to the previously-diagnosed health issues (Glanz et al. 2008). Hundreds of 
parameters may affect a specific behavior; so the Precede model efficiently categorizes these 
as predisposing, reinforcing and enabling factors (Green and Kreuter 2005). 
Predisposing factors exert their effect mainly on the level of the individual and provide the 
rationale or the motivation for health behavior. They consist of the health knowledge, 
attributes, beliefs, values and perceptions of the participants (Glanz et al. 2008, Green and 
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Kreuter 2005). The second contributors to health behavior are new skills, resources or barriers 
that can help or hinder behavior performance or environmental change (Green and Kreuter 
2005). These enabling factors are important on a community level. The last category of 
behavior factors comprises reinforcing factors, which refer to the rewards and feedback 
associated with the performance of health behaviors (Green and Kreuter 2005). Reinforcing 
factors act at the interpersonal level (Glanz et al. 2008). 
Equipped with these theoretical underpinnings, the preliminary interrogation of the data 
commenced with a sequential reading and re-reading of the interview transcripts. After 
thoroughly familiarizing ourselves with the raw data, coding commenced with a deductive 
application of the concepts embedded in Precede to each individual transcript. Thus, the five 
general concepts that contribute to the model’s first two phases—namely ‘quality of life’, 
‘health’, ‘genetic’, ‘behavior’ and ‘environment’—comprised the initial broad categories for 
the coding of each interview (refer to figure 2). Precede also provides a range of indicators 
and dimensions with respect to these umbrella concepts. These became useful subcategories 
within each concept. This second phase of the analytic process comprised a matching of the 
raw data within each interview transcript with the designated Precede categories and 
indicators. 
This approach is sometimes called a ‘template analysis style’ of analysis, as the data are 
sorted and copied to the relevant category of the coding template (Polit and Beck 2006). The 
following example demonstrates how we started to match interview parts with categories and 
indicators respectively. For example, the two interview excerpts below were stored under the 
‘consumption’ indicator of the behavior concept of the model: 
Participant JG: Yeah pretty high fiber, low fat. I take magnesium and calcium 
supplements. 
Participant CW: And red meat, well I’ve never been a big red meat eater anyway; I 
always prefer fish and poultry. 
This predetermined approach to the data using the categories and indicators of Precede 
facilitated the initial structuring and organization of the raw data. However, we occasionally 
experienced difficulties during this early stage of analysis, particularly when segments of the 
interviews applied to more than one indicator or concept. If this occurred, the statement was 
stored under both indicators. The following statement is a good example, fitting as it does 
 9 
with both the ‘alienation’ indicator of the quality of life concept and the ‘social’ indicator of 
the environment concept: 
Participant RT: It’s kind of like a solitary battle because it’s you doing it, but you have 
got family and friends around you and some friends and family pull back because they 
don’t know what to say.  
In the next step of the analysis, the template that had been used for all interviews separately 
was collapsed into one large template. Computerized data management procedures using 
Microsoft Word® 2007 were paramount in helping organize the large data mass into 
manageable segments. The outcome of this stage was a large coded template that summarized 
all of the concepts and their related indicators across all interviews. For example, in the 
summary template of all interviews, the following statements related to quality of life were 
stored under the ‘hostility’ indicator: 
Participant JG: Another issue would be the separation by people into their specialty 
areas and their total disregard as you the patient as a person. 
Participant CW: It was that because you look sick, and you want to say I’m not sick. 
You look like a sick person but I wasn’t. I didn’t have breast cancer you know, I was 
just going through something. 
Participant DL: So we went and had Christmas at [country town] and that was 
extremely difficult because [my sister] didn’t want me to say anything until after 
Christmas. 
The next phase of the deductive analysis comprised the sorting of the summary template with 
respect to each individual participant. A meta-synthesis of the predetermined categories and 
codes was then undertaken to assess the possible meaning of the individual excerpts in 
relation to each other and in relation to the data as a whole. The final task was to reduce this 
synthesis of the data in a manner consistent with the Precede model, which was both 
parsimonious and that made sense of the data in its entirety.  
The analytic approach taken in Phase 3 was guided deductively by the causative factors 
suggested in the model (predisposing, enabling and reinforcing). However, the factors of this 
phase are heavily interrelated with the previous phases of the model and rely on a range of 
personal, interpersonal and social theories that help to explain health behaviors. The model 
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draws heavily, for example, on the Health Belief Model and the notion of self-efficacy 
(Champion and Sugg Skinner 2008). Hence the five concepts (quality of life, health, behavior, 
genetics and environment) articulated in Phases 1 and 2 were re-examined with these 
theoretical explanations in mind, and with a great deal of attention paid to the possible links 
between the five principal concepts and the factors mandated within phase 3. Questions such 
as ‘What genetic factors predispose participants to breast cancer?’, ‘What are participants’ 
beliefs about cancer causation?’ and ‘What effect do GP visits have on participants’ screening 
behaviors/sense of vigilance/sense of social support/perception of self-efficacy?’ are typical 
examples of the deductive questions used to test links within the data. This enabled the 
identification of predisposing, enabling and reinforcing factors. The following is an example 
of how the process of coding these factors was undertaken and how, as predicted by the 
model, in many instances health behaviors had more than one dimension:  
Predisposing 
Participant BK believes in the load theory (testing links with QoL and health belief) 
Participant LC uses exercises to stop it coming back, actively doing something, powerful 
feeling (testing links with behavior and with health belief) 
Enabling: 
Participant CW not educated about anything, not about diet (testing link with support 
environment) 
Participant OH does not know why sun safety is important (testing links with support 
environment, self-efficacy and health beliefs) 
Reinforcing: 
Participant RT wonderful people at meetings, inspiring (testing links with support 
environment and quality of life) 
Participant CW bodily awareness; with intense monitoring; likes that (testing links with 
physical health and behavior) 
As a result of this deductive analytical procedure, we explored the predisposing, enabling and 
reinforcing factors that influenced the health-related behaviors previously identified in Phase 
1 and 2. Based on these findings, we concluded that in this breast cancer-specific cohort 
internal motivation to practice a healthy lifestyle was a powerful predisposing factor. 
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Education about treatment outcomes and the structure, amount and timing of education 
towards the end of treatment emerged as the most striking enabling factor; whereas partner, 
close family, support groups and screening were strong reinforcers for many women after 
treatment for breast cancer.  
Critical appraisal of the deductive approach 
The deductively-derived predisposing, enabling and reinforcing factors described above are 
often the endpoint of Precede, which can be used by nurses to inform the content of health 
promotion programs for patients exiting cancer treatment. Following the Precede phases in 
this systematic manner proved useful in organizing and interpreting the data obtained from 
this cohort of women treated for breast cancer. We welcomed the sequential structure of the 
phases that guided and linked many elements of the assessment. However, deductive coding 
and interpretation that adheres strictly to the model is also challenging, because the 
predetermined indicators within each concept are actually quite fluid and can in fact fit under 
a variety of the pre-ordained concepts. At the end of our deductive analysis we were also 
concerned that we had not adequately captured or explained a significant portion of the data 
that we had collected. For example, one factor that influenced quality of life during 
survivorship that was not accounted for during the deductive coding was the awareness of the 
finiteness of life that every woman expressed.  
Additionally, the finding that women in this sample generally practiced healthy diets and 
exercise long before their breast cancer diagnosis suggested that other factors were operating 
in a way that was separate from, but nonetheless markedly influenced, post-cancer health 
behaviors. Initially, we investigated this deductively by applying the Health Belief Model and 
the self-efficacy concept embedded in Social Cognitive Theory (Champion and Sugg Skinner 
2008). This helped us to plausibly explain how the women in this study moved from 
motivation to initial action and sustained action with respect to diet and exercise after breast 
cancer treatment. Referencing phenomena articulated in the Health Belief Model such as 
‘diagnosis’, ‘illness experience’, ‘fear of recurrence’ and ‘illness recall’, we could partially 
explain the motivation for a healthy lifestyle after diagnosis according to the notion of 
“threat” of recurrence (Champion and Sugg Skinner 2008). We could also discern, consistent 
with the premises of the Health Belief Model, that the participants’ perceived that their 
control of their situation and their self-efficacy were enhanced by active participation in 
support groups. Deductively testing the theoretical links between concepts this way helped us 
to articulate some relationships within our findings. However, the fact that the women in this 
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sample described exemplary nutrition and exercise habits that were established before the 
diagnosis, and that they tended to discuss these in terms of social pressures, suggested that 
there were other significant factors predisposing this group to continue an already-entrenched, 
culturally-mediated lifestyle. Hence the Health Belief Model did not entirely explain the 
women’s underlying motivation to practice health promotion health after treatment. 
Fortunately, the Precede-Proceed model is flexible and its originators recognize that its 
theoretical grounding is not exhaustive. They openly acknowledge that other lenses can be 
used to help code and analyze data where the elements of Precede-Proceed do not appear to 
work well. In the next section we demonstrate how interview data that were not readily 
explained by the extant theories embedded in Precede can legitimately be re-interpreted 
through additional theoretical lenses. This process provides an account of the data that is more 
congruent with the context in which it was produced, without violating the methodological 
assumptions of Precede. The inductive procedure described hereafter was a helpful 
complementary process, as it enabled the development of indicators derived solely from the 
data and a search for explanation that was more relevant to context. 
Inductive approach  
The collapsed raw data under each indicator (e.g. alienation, mortality or services) of the five 
umbrella concepts (quality of life, health, genetics, behavior and environment) were revisited 
and subjected to intensive secondary coding. This was the first step of the interpretive 
analysis, as quotes were coded by bearing the question ‘What is this about?’ in mind. To 
illustrate this process, applying this procedure to the quality of life concept resulted in many 
new codes, with each code representing one interview segment. Here is a very early example 
of the second coding of Participant RT’s data into the new template: 
What is this about in relation to quality of life? 
Participant RT: chopped burned felt assaulted; delayed emotional coping for 2 years; 
not functioning; short timing between surgery and chemo; had a few battles on her 
own 
In this manner we developed new indicators that were not confined to those initially 
suggested by Green and Kreuter (2005) for the umbrella concept of quality of life. Among 
these new, contextually-relevant indicators was ‘public role’, wherein participants described 
significant normative pressures to behave a certain way and to eat and exercise well before, 
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during and after treatment. ‘New life and transition’, ‘recall’, ‘fear’, ‘explanation’, ‘awareness 
of mortality’ and ‘getting on’ are further examples of inductively-developed indicators within 
the quality of life concept. All of these were later collapsed into a separate subcategory 
labeled ‘finiteness’. The ‘finiteness’ subcategory captured the women’s unexpected 
confrontation with breast cancer and the way it tempered every aspect of their quality of life 
after treatment. The inductive approach to the data within the quality of life concept was also 
applied to the remaining concepts and produced new subcategories in the same manner. Thus, 
we developed contextually-meaningful indicators - the advantage of which was that they 
helped us to overcome the boundaries of those that had been predetermined by the model and 
enabled a more comprehensive account of the data. However, although the inductively-
established finiteness category was clearly significant, it still seemed to hang in limbo 
between the predisposing factor (motivation to practice a healthy lifestyle) and the social 
issues the women reported. The remainder of this discussion demonstrates how, consistent 
with the recommendations of Green & Kreuter, the application of additional theoretical lenses 
to the data can provide a comprehensive explanation of health behavior in a given context 
without violating the assumptions of the Precede approach. 
We looked at the motivation to practice a healthy lifestyle again and found that this 
predisposing factor was in fact closely related to appearance, and therefore, with the norms 
associated with the body and its place in society. Social theorists explain that the prevailing 
norm in Western societies is that of a female body that is slim, fit, healthy, capable of physical 
work and, and by implication, capable of contributing to society in a productive way (Grabe et 
al. 2008, Shilling 2003, Turner 2008, Kendrick 2008). Irrespective of a breast cancer 
diagnosis, women often feel social pressure to conform to such a norm, incidentally 
promoting their bodily satisfaction and general well-being by maintaining a body that looks a 
certain way within certain weight parameters (Donaghue 2009, Jankauskiene et al. 2005, 
Kendrick 2008, Lin and Reid 2009). From another sociological perspective, self-
representation of the body previously treated for breast cancer can be problematic if the body 
itself is compromised. The stigma associated with looking different or less than perfect - of 
missing a breast for example – is strong (Goffman et al. 1997, Helms et al. 2008). Middle 
class women, like those in our sample, are known to be very susceptible to sociocultural 
norms that favor a more ‘usual’ appearance, and they also feel great pressure to shape and to 
present that appearance appropriately (Turner 1992, Turner 2008) . Both of these perspectives 
could help to explain the consistent popularity of ‘Look Good Feel Good’ programs with 
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breast cancer survivors in Western countries. Understanding how these norms operate might 
be useful for nurses wishing to implement diet and exercise programs to optimize health 
behaviors in similar groups.   
The women also expressed many fears concerning the uncertainty of their future life and 
health. This led us to another lens that helped us to interpret and understand the data more 
thoroughly. We realized that the Uncertainty in Illness Theory (Mishel 1990) had 
considerable additional explanatory power in this context. The Uncertainty in Illness Theory 
proposes that uncertainty first arises when individuals are unable to evaluate and cognitively 
categorize the meaning of health-related events such as symptoms, treatments or adverse 
outcomes (Neville 2003). The theory accounts for the chronic character of diseases like breast 
cancer and importantly, explains how uncertainty may become a constant part of an 
individual’s reality and their subsequent health behavior (Sammarco 2009). The theory 
demonstrates how, in many instances, uncertainty cannot be resolved at any stage along the 
trajectory, but can be successfully integrated into daily existence (Bailey et al. 2007, Mishel et 
al. 2002). These ideas cohere with our findings in relation to the ‘finiteness’ sub-category, 
which encompassed the participants’ awareness that their previous diagnosis of cancer will 
always be a part of their life no matter how well they feel in the present. In addition, the 
Uncertainty in Illness Theory also explained the notion of ‘new life and transition’, in which 
the women described ideas that have the potential to positively balance the fear embedded in 
uncertainty (Clayton et al. 2006). Importantly, uncertainty in the breast cancer setting is a 
known predictor of quality of life, with greater uncertainty correlated with poorer quality of 
life (Sammarco 2009, Wonghongkul et al. 2006). This emphasizes the explanatory power and 
importance the Uncertainty in Illness Theory has in this particular health promotion context, 
even though it is not formally embedded in Precede.  
These psychosocial interpretations of the data serve as two powerful examples of important 
predisposing factors that were not sufficiently explained by the theories predetermined by the 
Precede approach. These additional perspectives enriched our understanding of how 
predisposing, enabling and reinforcing factors are embedded in complex individual and social 
factors and how important these can be in specific settings like breast cancer. These different 
ways of looking at the data helped us to understand the significant internal and external 
pressures on these women to behave in certain ways because of the sociocultural norms and 
fears surrounding breast cancer and being female in Western society.  
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We recognize that these findings might not apply readily to other settings, given that our 
sample was specifically-selected and comprised nine participants. However, the detailed 
outline of our analytical approach to both the data and the theoretical framework conforms to 
rigorous standards of credibility, dependability and confirmability (Tobin and Begley 2004). 
Therefore, our findings and the way we present them here could inform future research 
projects that do aim for generalizability in larger populations (Finfgeld-Connett 2010). 
IMPLICATIONS FOR NURSING PRACTICE  
We support the use of the Precede model as a generally robust theoretical framework for 
nursing researchers who wish to develop health promotion interventions for women after 
cancer treatment. However, to truly understand the complexities of participants’ experiences 
and their subsequent motivations for health behavior, theoretical lenses other than those 
embedded in the framework might need to be considered to thoroughly interpret qualitative 
data produced from Precede-driven investigations.  
This paper supports Green & Kreuter’s (2005) suggestion that the Precede-Proceed model is 
comprehensive but not exhaustive. We recommend that future research projects in this context 
maintain theoretical flexibility and reflexivity throughout the entire period of data collection, 
analysis and interpretation. It is useful to consider that a range of sociological and 
psychological perspectives might need to be appraised to account for issues known to be 
unique to participants’ circumstances to ensure the completeness of the research process. This 
responsiveness to the data, which is consistent with the Precede approach, ensures that 
relevant theoretical lenses are used to open the data up rather than to filter them exclusively 
through predetermined ideas.  
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